introduction
In recent decades we have seen a significant increase in the areas covered by the Family Health Strategy (Estratégia de Saúde da Família -ESF) in primary healthcare (Atenção Primária à Saúde -APS) in Brazil, and of substitution of new services in mental health (MH), resulting, respectively, from the processes of the Health Reform and of the Psychiatric Reform 1, 2 . At the same time, the articulation between mental health and APS is awakening growing scientific interest, since mental disorders are a significant portion of the demand of APS 3 .
International estimates, and those of Brazil's Health Ministry, indicate that 3% of the population need continuous care in MH due to serious and persistent mental disorders 4 . A further 9% need occasional care for minor problems, grouped as 'Common Mental Disorders' , which today may represent between one third and 50% of the demand of APS 3, 4 . Adding this demand to the problems arising from alcohol and drugs, for which 6% and 8% of the population reportedly have a need for regular care, one can have an idea of the breadth of the problem to be dealt with in care for mental health 4 . It is known that the demand for mental health in basic healthcare has particularities and complexities that cannot be solved by the classical knowledge of Psychiatry 1 , and this has resulted in new proposals for de-institutionalization of the care given to those with mental disorders: multi-professional team care, an integrated approach, accountability for the team linked to a community, an approach spanning sectors, and integration between the primary and specialized levels of the network 5 . Since the 1970s the World Health Organization has been indicating the breadth of the problem in mental health, proposing decentralization of services, integration of psychiatric services into basic healthcare, and increase in community participation 6 . Coherently with the recommendation of the WHO, in several countries a Psychiatric Reform has centered on de-institutionalization of those with mental disturbances, and the consolidation of territorial bases of care in mental health through networks that are part of APS 5 , taking as a starting point the fact that a large part of mental health problems can be solved at this level of care, without the need for referral to the specialized levels 7 . Under the present mental health policy in Brazil, which currently guides the Psychiatric Reform, the CAPs (Psycho-social Care CentersCentros de Atenção Psicossocial) are "strategic devices for organization of the healthcare network in mental health" 4 , organized by territory and able to use the potential of the community services in each area, with a view to reintegration of its users into society, and able to be put in place in municipalities with populations of up to 20,000.
Although the CAPs are considered to be strategic, mental health care has increasingly been understood as a care network that includes basic healthcare, therapeutic homes, outpatient facilities, convenience centers, and leisure clubs, among other resources 4 . However, one finds a complaint that these professionals lack the mechanisms to intervene in MH, which often generates a precipitate referral of these patients to the CAPs 8 . For this reason, in spite of the stimulus to 'territorialization' , and an articulation in amplified mental health service networks, there appears to be a great distance between the guidelines of the Mental Health Policy and what one observes in concrete reality 5 . So, in order that actions in mental health can be developed within APS, it is a fundamental need that these teams should be trained through permanent activities of discussion of cases with mental health teams, making possible strategies of care that (a) take into account the multiple determining factors in the process of health/ illness, and (b) support a view that supersedes the simple approach via medicalization in care for people with mental disorders 1 . Team discussion of mental health cases makes it possible for data to be acknowledged that were not previously perceived and accepted because there was no understanding of their importance for all those involved in care. This team discussion, in a certain way, promotes integration of the services and consequently better capacity to achieve real solutions, because it is possible to make integrated care for an individual who has some mental disorder a concrete reality 8 . Criteria for inclusion applied: studies available in electronic form, published in Brazil in the last five years -so as to include the most recent scientific literature on the subject. Articles were selected which, after reading, were able to give contributions to the question posed by the survey: "How to insert Mental Healthcare into the routine of the Family Health Strategy?" Initially, 1,725 articles were found. On application of the criterion of inclusion by country of publication, this was reduced to a group of 72 articles, and the criterion of publication within the last five years reduced this total to 36 articles. After careful reading of the articles in full, by two authors, and discussions on the possible contributions of each article to the question posed by the study, 11 articles were selected which provided findings and discussions that dealt with the routine of mental health in basic healthcare, published over the period 2009 to 2011 3, 10, [12] [13] [14] [15] [16] [17] [18] [19] [20] .
Results
Below (Chart 1) is a summary of the 11 articles selected and their principal results.
After reading of the articles and analysis of their principal findings, and discussions, three principal aspects were identified, which constitute the joint thematic subjects of the 11 articles, which we have grouped into the three following sections: The presence of mental health care in APS and the ESF; the limitations of mental health care in APS; and discussions on how to increase the power and effect of mental health actions in APS.
Mental health in APS and the eSF
The communities in which the ESF is inserted are poor areas, which have few community and social resources, and in which the presence of drugs, violence and unemployment is common. These conditions of exclusion are associated with problems of mental health 12 . Thus, in the daily routine of care in the ESF there is an important mental health demand, but the teams do not always know how to deal with this demand 12,13 or do not treat some of its day-to-day practices as 'mental health care' 10 . The reason for this is the persistence of the biomedical and positivist model in the training and activity of those professionals, making them feel that they 'lack the capacity' to learn, to train and acquire knowledge and skills, and to operate in mental health in their daily practice 10 . At the same time, the ESF teams have potential to offer mental health care, especially due to the link that they establish with families 14 . For interventions that promote mental health, the Community Health Agents have a strategic role in identification of potential offers, and in providing listening and welcoming support in a manner that is closer to the population 15 . One does see a need for the professionals of the ESF to assume a central role in integrated care for mental health, making the local units of the ESF not only units of diagnosis and referral, but also units that can offer mental health care 14 .
Principal limits of mental health in APS
MH is a cause for concern of the teams of the ESF, because they feel unprepared for, and afraid of dealing with, difficult situations in mental health, such as suicide attempts and psychotic episodes 13 . This is because 'mental health care' is focused on medication and referrals to specialized evaluation 16 . Even when there is a proposal for MS, many professionals are not clear about the proposal because they have not participated in its construction. As a result they see any expansion of supply of mental health care within basic healthcare as an 'addition' to their work, and a 'lack of assumption of responsibility' on the part of Specialized Care 10, 16 . Coherent with this overview, mental health care thus becomes focused on intramural actions (within the Health Units), with a psychological approach (individual psychotherapy) or a psychiatric approach (specialized, and focused on medicalization) 17 . Instruments of mental health care such as acceptance and welcoming, and listening, are little explored by the ESF teams, and the assistentialist and medicalized logic is maintained 17 . 
Qualitativequantitative

Principal results
There is a group especially at risk for mental disorders in primary healthcare: poor women with little social support. In other countries, special interventions have been developed for them to be assisted by primary healthcare.
Mental Health actions are carried out by some health workers in the Family Health Strategy: matrix support, relationship technologies, home visits, and community therapy. It was found that there is a deficiency in the training and skills acquisition of basic healthcare professionals, due to the persistence of the pathological/curative model of health care.
Work processes in health care are organized in a bureaucratic and hierarchical manner, and healthcare practices perpetuate the knowledge/ practices of each professional involved. The logic of specialty-based care persists; and teams do not welcome nor accept responsibility for the demandreferring cases to other services.
The team finds the following important: determination of life conditions in the health/illness process of the population served; the need to use diversified strategies in care beyond the consultation; the importance of the team taking care of its own mental health; the difficulties in the approach to the family.
Population with difficulty of access to mental health care, due to the lack of a structured support network. It was found that there was a low capacity to resolve problems in practice in the Family Health Program, since the response that was provided primarily consisted of out-patient medical consultations and referrals for hospitalizations, thus showing both the hegemony enjoyed by the biomedical model and also the healthcare network's lack of a coordinated structure for ensuring fully integrated care. Proposal for Matrix Support is not clear to the team, and a great deal of demand for mental health care is not met.
Actions in mental health at local level show the biomedical model of organization of healthcare still dominant -with psychiatry being the standard approach, the work process bureaucratized, and action centralized action within the health units.
To achieve real improvement in health care there is a need to establish synchronization of knowledge and actions with the psycho-social care and guidelines of the SUS.
The strategies used are team meetings, in which there is training, discussion of cases, acceptance and preparation of therapeutic projects, and joint home visits. Difficulties found: high demand for health services and absence of institutional guidelines for the actual making of the partnership. A vision and approach that take in the family and the social context has results that are positive in comparison to the approaches in which the vision is centered only on the illness. Joint work enriches practice and makes possible a wider network of care in the territory.
Matrix Support is a potent structure for making it possible to build an articulated network system in the SUS, not limited to the frontiers of any one given service.
As well as this, other points in relation to the process of work need to be taken into account. It is necessary to overcome the rigidity and the formatting of management of the ESF, which materializes in the execution of prescriptive programs and frequently does not include the whole of the complexity of mental health care 18 . It is necessary to deal with the scarcity of human resources that are qualified for work in mental health; and to de-bureaucratize the process of work that has been an obstacle to interaction between the MH and APS teams 17 .
How to power up the relation between MH and APS
There are many possibilities for mental health care within basic care. The professionals of basic care need to be trained, and acquire skills, to a level above the simple technical knowledge involving diagnosis and the use of medications, and also to achieve skills in communication, capacity to work in an amplified model of care, and handling of psycho-social problems 3, 18 . These actions by themselves alone already strengthen the welcome for the patient, and the link, bringing benefits in mental health.
Various psycho-social interventions can be made 10 , such as the use of therapeutic relationship, in which the professional uses him/herself and clinical techniques to stimulate self-analysis and behavioral changes; and community therapy, which is a form of activity in a public space in which there is a re-signification of relationships, eliminating hierarchies, and all the participants have the power to participate, and are heard, exposing themselves as people and reaffirming their identities -the result being construction and strengthening of relationships, in which the legitimacy of other people's view of the world is recognized and respected. There are also therapeutic groups, in which the relationship with the collective is therapeutic, and, through the sharing of ideas and feelings, an individual treatment of each member emerges in the presence of the others 10 . For the development of these fundamental skills in the professionals of the ESF teams, it is important that professionals of mental health should be present in APS
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. However, it is not enough to insert mental health professionals into basic healthcare and plan actions of supervision of the teams of the ESF. These professionals need to be trained to detect mental health problems in the territory and to propose appropriate forms of intervention; and also to create cooperation and coordination between the basic healthcare and the specialized care 12, 18 . This happens with MS, which is discussed in 7 of the 11 articles as the principal strategy for developing skills and abilities, and making new mental health approaches in APS possible 10, 12, 15, 16, [18] [19] [20] . MS makes it possible "to expand the local power to provide solutions, to alter the compartmentalized logic of referral and counter-referral, to think in terms of amplified inter-sector actions, to promote therapeutic projects in partnership, and to make other relevant institutions in the process of attention to mental health jointly responsible"
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. This mobilizes various actors (doctors, nurses, community agents, social assistants, among others) to deal with the progress of the cases discussed, creating a wide variety of strategies, while enriching the care networks and making it more possible for them to articulate with each other 3, 20 . By this means, MS makes possible a shared process of construction of care, enabling approximation between specialized services and basic healthcare, and re-emphasizing that it is not necessarily through mental health care alone that mental health problems are resolved, but through something that is a fundamental characteristic of the ESF: a fully integrated approach and action 16 . The practice of MS with the ESF team takes place through meetings and home visits. In the meetings, the teams of ESF and MH jointly discuss cases, there is an exchange of experiences, and sources of concern, and difficulties, experienced by the professionals of the ESF are raised, accepted and discussed. There is a stimulus toward joint accountability, and joint decision on when to refer to the specialized level. At these moments, it is perceived that the joint construction of strategies is essential to the care, as well as enabling horizontal training, with discussions of cases that lead to reflections in theory and practice.
Home visits are made in situations of greater vulnerability, of crisis, when there is a risk of psychiatric hospitalization, family conflicts, intense psychic suffering or cases that do not reach the mental health services, such as threats, violence and imprisonment. The joint visits, with participation of professionals from both teams, can be part of the therapeutic project, with discussion and learning, as well as giving value to the strategic role of the Community Health Agents, for their link with and care for, the families 19 . However, for basic healthcare to function effectively and resolve actual problems in mental health it is necessary that, as well as the MS, there should be Mental Health Service Networks, made up of various tools that replace the logic of psychiatric internment (CAPs, specialized outpatient facilities, and therapeutic home facilities, for example) as well as inter-articulation with the tools of the various areas, such as justice and culture (among others), and including inter-sector actions 20 . Finally, it is not enough for the health teams to wish to be trained: It is important that there be real concern on the part of Health Management to make this possible and encourage it. In the general context, Public Policies for mental health should be applied and strengthened. These include: commitment on the part of managers to expansion of mental health in basic care; creation of guidelines for mental health actions; promotion of conditions for implantation of mental health care through contracting of specialists for MS, with training and qualification of the support to enable it to be an integral part of the network; articulation of inter-sector policies to operate on the social determinants of the health/illness process; promotion of network care -sharing knowledge about psychotropic drugs and thus avoiding unnecessarily medicalization; and encouraging the training of specialists in mental health who know how to call for joint responsibility, and favor participation of the mental disorder patient in the choice of treatment and therapy.
.
Final considerations
In the present day, problems related to mental health are present, and they represent a significant portion of the demand in basic healthcare. In spite of this, the teams of the ESF do not always feel able to deal with the demand for mental health care, or focus on actions that perpetuate the logic centered on specialized medical care and drug-based therapy. At the same time, basic healthcare, through the ESF team, has all the conditions necessary to develop and offer integrated mental health care to the individuals and families under its responsibility.
Considering this potential for mental health care within basic healthcare, the literature presents MS as the appropriate tool for training and increasing the abilities of the ESF. It allows insertion of mental health professionals in basic healthcare in a proposal for joint work, led by quality education and an integrated approach in mental health care, involving professionals of the ESF, of mental health, users, the community and managers. As a result, persistence is important in implanting and improving this model of MS, to deal with mental health care problems within basic care, having in mind its potential for real resolution of problems, contributing to a more rational use of the whole of the health system. This effort is part of the actions that are necessary to organize the mental health care network. That network should be structured based on the basic healthcare network and should include various techniques, especially better use of communication, of the link, of welcoming and support, and of integrative and collective practices. Although this is a difficult task, there are evidences of the potential of this arrangement, with experiences that show positive results for the health teams and communities involved. Management has a fundamental role of giving incentive and support in the establishment and strengthening of a new model of mental health care within APS. Periodic assessments and surveys of the results achieved with MS in APS are essential, for expansion and full integration of mental health care actions in Brazil.
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